____MH____
THE STATE OF TEXAS							IN PROBATE COURT
FOR THE BEST INTEREST 						NO. 1
AND PROTECTION OF ____
AS A MENTALLY ILL PERSON						BEXAR COUNTY, TEXAS
PHYSICIAN’S CERTIFICATION OF MEDICAL EXAMINATION
 FOR COURT-ORDERED TREATMENT MENTAL ILLNESS
I, the undersigned, a person licensed to practice medicine by the State of Texas, or as a person employed by an agency of the United States have a license to practice medicine in any state of the United Stated, do certify, the following:
1. My name and address are:_________________________________________________
2. 	On the ___ day _____, 20___ evaluated and examined__________________, hereinafter referred to as Proposed Patient, at the following location:_____________________________
3.	During my examination, Proposed Patient □ was informed that communications with me would not be privileged.
4. 	Proposed Patient, who resides at______________________________________ has been under my care for the following, if any, period of time_______________________________.
5.	(Complete only when extended court-ordered treatment is sought.)
	Proposed Patient is mentally ill and meets the criteria for court-ordered out-patient treatment of mental illness and specified in section 574.034 or section 574.035, as applicable, of the Texas Health and Safety Code.
a. My diagnosis of Proposed Patient’s physical and mental condition is:
________________________________________________________________________
b. The nature of Proposed Patient’s illness is severe and persistent.

c. As the result of his/her mental illness, Proposed Patient will, if not treated continue to:

i. Suffer severe and abnormal, emotional or physical distress;
and
ii. Experience deterioration of his/her ability to function independently to the extent that he/she will be unable to live safely in the community.
[bookmark: _GoBack]


6.	Proposed Patient is likely to cause serious harm to him/herself of others because he/she will not or cannot, be treated voluntary.  This opinion is based upon the following:
[Complete either (a) or (b) below, or both (a) and (b).]
a. [] During the past two years, Proposed Patient committed the following acts that indicate that he/she will not or cannot receive treatment voluntarily:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

b. [] Proposed Patient’s clinical condition makes it impossible for him/her to make a rational and informed decision about submitting to out-patient treatment voluntary because_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7.	I provided, or direction the administration of, the following mental health treatment for Proposed Patient:________________________________________.  Without further mental health treatment, Proposed Patient’s ability to function independently will deteriorate to the extent that he/she cannot live safely in the community.
8.	If this certificate is offered to support an application for extended treatment of mental illness (for up to one year): [] I expect Proposed Patient’s condition to continue for more than 90 days.
Signed and dated this the _____ day of___________, 20__.
_____________________________
EXAMINING PHYSICAN 
Sworn to and subscribed before me on this the ____ day of______________, 20___.
By______________________________
Notary Public, State of Texas
